T
A he increases in life expectancy in the most developed countries -and, hence, in many of the countries within the European Union -have led to questions being asked about the value of this extra lifespan and whether it is justifiable to increase the length of life if the additional time is spent with additional mental and physical disability. 1 Measures of physical and mental health are thus two of the most important areas to be looked at for the purposes of cross-national comparisons. One population health indicator which has gained popularity with both researchers and policy makers is health expectancy: the number of remaining years at a particular age that a person can expect to live in a healthy state.
2^ Different definitions of health define different health expectancies, the most commonly calculated cross-nationally being the disability-free life expectancy (DFLE) based on activities of daily living (ADD/ 1 Regardless of the definition of health used, there needs to be agreement on calculation methods and instruments to enable meaningful comparisons to be made between and within countries. It was in this context that a collaborative group was funded by Biomed 1 to undertake the Euro-REVES project, a European Concerted Action on Harmonization of Health Expectancy Calculations. The project was set up in 1994 with three broad aims:
• to develop guidelines for the calculation of health expectancies, with a view to European harmonization of policy relevance, concepts, data collection and calculation methods; • to provide a European database on health expectancies from calculations made by project leaders, using data obtained from studies carried out by project members and • to prepare a reference document describing concepts, questionnaires and calculation methods, which might be used as a basis for further promotion of such calculations across Europe. To facilitate these aims the group was divided into three subcommittees: Policy Relevance and Conceptual Harmonization, Research Design and Calculation Methods and Mental Health. At the start of the project there were many DFLE values available for European countries. However, it was found to be impossible to make meaningful comparisons due to the enormous differences in questions used and survey designs, seriously limiting the value of calculations from current data (although reinforcing the case for future harmonization). For example, although items used for the assessment of handicap might coincide, country-specific alterations, such as changes in wording of screening questions, meant that comparisons would be at best extremely narrow and at worst impossible. The field of mental health, however, is much richer in scope, using as it does a central core of relatively few standardized scales and survey designs. This paper will concentrate on a particular aspect of the work of the Mental Health subcommittee, that of defining the current state of harmonization in mental health indicators. With this base of information secured the group could then look at harmonization of terminology, with a view to recommending indicators in the future and development of survey designs and calculation methods suitable for each identified area.
METHODS
Using contacts and local knowledge of the members of the Euro-REVES group, a questionnaire was mailed to European health professionals who were known to have conducted studies with a mental health component. A cascade approach was used with these contact persons being asked to forward copies of die questionnaire to other researchers known to them. Further surveys were identified from publications, the response from letters to journals advertising the census, 7 ' 8 and from the conference organized by the subcommittee in London in 1996, 9 at which preliminary results were disseminated. The census questionnaire consisted of a simple two-sided A4 form requesting basic information on the studies such as size, duration, age range and population. Further details of the studies included the mental health indicators collected and standard scales used. A more general question eliciting the national mental health priorities in that country was also included. A decision was made to restrict the census to studies undertaken since 1980 as diagnostic methods used before this time were unlikely to be comparable. The information received was entered on a database to facilitate analysis and further dissemination.
RESULTS
Information was received on 68 different studies from 13 countries (table I) , with nothing being received from Austria, Greece, Luxembourg or any Eastern European countries. Eight of these studies were not subsequently included, seven having commenced before the cut-off point of 1980, and one which took place in America, thus this paper is based on the returns of 60 studies (table I) .
The majority of studies (39) were longitudinal in design with the remainder (21) (table!) . When looked at from a national perspective the results were even more encouraging, with 75% of countries using the MMSE. The most popular of the scales used were grouped together into categories, where it was seen that all countries reported the use of at least one sort of screening instrument (table 5) .
DISCUSSION
The results of this census showed a high concentration of studies examining the over 65 age group. Although this may partly be a reflection of the research interests of the Euro-REVES Mental Health subcommittee, it also highlights the demographic changes, with many governments at present facing up to the costs incurred by a population that is living longer and needing more support. This issue, along with others concerning mental health, are lending themselves increasingly to cross-European collaboration. As national boundaries become less important and the use of the Internet grows many researchers are finding it financially and methodologically more viable to collaborate with colleagues in other countries, particularly where (2) France (3) Germany (2) Italy (1) Spain (1) Sweden (2) Switzerland (1) The Netherlands (7) UK (14) Belgium (1) The Netherlands (3) Denmark (l) France (1) UK (1) The Netherlands (1) Denmark (1) France (1) Germany (1) The Netherlands (3) UK (2) Denmark (1) The Netherlands (1) Ireland (1) Finland (1) Spain (1) Sweden (2) The Netherlands (2) France (1) UK (1) France (1) France (1) The Netherlands (2) Germany (1) Sweden (2) The Netherlands (5) UK (3) Germany (1) UK (1) Germany (1) Sweden (1) UK (1) The Netherlands (2) Germany (1) Spain (1) Sweden (1) UK (1) The Netherlands (2) The Netherlands (3) The Netherlands (3) UK (1) The Netherlands (2) UK (1 1,259-10,000 511-10,000 1,259-10,000 2300 1,259-10,000 350 1,259-10,000
at UniversitÃ© de Limoges. Service commun de la documentation on July 15, 2013 study populations are small. In addition, differences or similarities in comparable mental health outcomes across Europe provide some insight into the best form of delivery of care to those with mental health problems. In order to accomplish both these goals effectively there needs to be harmonization of the scales used to make comparison of results possible. To this end, the Euro-REVES group made several recommendations for ways in which the comparability of European health data might be improved, focusing on gradual voluntary harmonization of health surveys, modules and protocols and of underlying concepts. As this census has shown, in the area of mental health there is a firm basis on which to begin this process and it is recommended that specific mental health expectancies should adhere to diagnostic algorithms, such as the International Classification of Disease (ICD) or the Diagnostic and Statistical Manual of Mental Disorders (DSM) and consequence-related calculations made according to the international Classification of Impairments, Disabilities and Handicaps (ICIDH).
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To further harmonization, Euro-REVES is setting up SIGMUND, a database containing all the studies reported in this paper, with regular updates as further studies are reported (SIGMUND may be accessed by contacting Catherine Polge at INSERM, CRLC Val d'Aurelle, 34298 Montpellier, France, tel. +33 467 613028, fax +33 467 613047, e-mail: Catherine.Polge@inserm-dicdoc.ustrasby.fr). The eventual aim is to make the database accessible to European mental health researchers, so as to enable researchers to choose comparable mental health outcomes for new studies and compare data with other European data, thus ensuring that research is not needlessly repeated and to use data collected for analysis of their own. Again, for this to work effectively, there will need to be harmonization of scales used and it is hoped that the availability of this resource will encourage re- Table 4 Scales used 
